tunity in intra-oral surgery, I have chosen these cases, to the exclusion of others, as the subject of my paper. The cases have been arranged in three groups:
(I) Gunshot wounds of the face, mouth and pharynx. (II) Non-malignant disease of the mouth and pharynx. (III) Malignant disease of the mouth and pharynx. (I) This group contains 142 cases. It is marked off from (II) and (III) by the greater uniformity of age and a higher level of general physical condition. On the other hand, the average length of anaesthesia was greater; many of the operations lasted over one and a half hours, twenty lasted two hours or more, the duration of the longest being three hours and seven minutes. Intratracheal ether was used on a few occasions for extraction of buried wisdom teeth when a long anesthetic was required; it is an ideal method for these cases. There were six children in all in this group under 12; average duration of ancesthesia forty minutes.
One of the most interesting cases in this group was that of removal of polypi in a man aged 58; he was a fisherman, weighing 18 st., who had long been subject to attacks of urgent dyspncea due to extreme nasal obstruction. Examination showed the presence of a mass of polypi bulging down the soft palate to a considerable extent. The choice of anasthetic was not easy, but, for various reasons, I decided to give him intratracheal ether. Induction was unusually difficult owing to obstruction to breathing caused by a large tongue and the bulging of the palate, and it was not until the surgeon, Mr. Steward, held up the palate with his finger, whilst I held forward the tongue, that an airway could be obtained and induction completed. Five per Section of An sthetics 3 cent. cocaine was applied to the epiglottis and the catheter passed. Anesthesia was completely satisfactory. Some weeks later intratracheal ether was again given to him for the removal of more polypi.
(III) This group is subdivided into (IIIa) cases in which gland operation and operation on primary growth were done at the same time: (IIIb) cases in which primary growth alone was removed.
The classification of these cases has not been easy, and I have decided, after much consideration, to follow that which was adopted by Mr. Wilfred Trotter in his Hunterian lectures; ' it is based upon the anatomical distribution of the growth. I have, however, not excluded cases of cancer of the lip, and have placed under a separate heading cases of cancer of antrum, ethmoid, &c., which have necessitated removal of the superior maxilla ; the latter do not appear in Mr.
Trotter's figures.
(IIIa) 43 cases, in 9 of which glands on both sides were removed.
( The youngest patient was aged 30, the oldest 73. There were seventeen cases between ages 60-70, and four over 70. The duration of anwesthesia was necessarily long, rarely being under one hour. In one case it lasted one hour fifty-three minutes, in another two hours five minutes. The average duration of the lip cases was fifty-five minutes, of tongue seventy-three, of floor seventy-five, of gum eighty.
(IIIb) 133 cases:- The youngest patient was a girl aged 12, the operation being the removal of superior maxilla; she made an excellent recovery. Two patients were aged 80; and two operations for cancer of the tongue were performed on a man aged 79. Of the two octogenarians, one had a small recurrence of cancer of the tongue; operation lasted twentyfive minutes; recovery was perfect. The other had a growth of antrum; this case is referred to later. There were fifty-six cases between ages 50-60, twenty-nine between 60-70, and, excluding those mentioned above, eleven over 70. The average age of the superior maxilla class was considerably less than that of. the rest of the group. Of the two laryngeal operations, one patient, aged 69, was suffering from a growth of the anterior commissure which was causing some distress in breathing; laryngo-fissure was done but the growth was inoperable and tracheotomy was performed. Anaesthesia was in every way satisfactory. In the other, tracheotomy was also performed, and the catheter was placed in the tube. This procedure has been found quite satisfactory on two other occasions. In the oropharyngeal group operation was limited in one case to enucleation of a sarcomatous tonsil. Five operations in this sub-group (IIIb) lasted over two hours; the longest took two hours forty-eight minutes; recovery was good and uneventful. Average duration of anaesthesia in the lip cases was thirty minutes, tongue thirty-seven, floor fifty-nine, gum fifty-five, cheek forty-four, oro-pharyngeal sixty-five, superior maxilla seventy-six.
Intratracheal ether is a great asset to both surgeon and anaesthetist in this difficult field of surgery. It makes for the peace of mind of both. The careful dissection and deliberate technique of these operations are not hindered by anxieties about the anesthetic, nor hampered by the close presence of the anesthetist. The catheter presents no obstacle to the surgeon, the area of operation can be kept sterile, and the quiet easy character of the respiratory movements much facilitates dissection. For the anesthetist the administration is extremely simple, the breathing is unobstructed and the colour remains good. The presence of blood in the mouth and pharynx is without danger to the patient. Before proceeding to discuss the incidence of complications, the mortality, &c., I wish to comment on two points, one of which is connected with the technique, making it clear at the same time that it is not my intention to describe either the principles or the technique of this method; they are sufficiently well known. The first point-of supreme importance in the operations of group (I)-is the difficulty which may sometimes present itself of passing the catheter; the other is the advisability of giving a preliminary narcotic. With regard to the former, it is certain that the anasthetist, however skilful he may be in the use of the direct laryngoscope, is at a considerable disadvantage compared with the laryngologist. He has to induce an anmesthesia of sufficient depth to abolish (almost completely) the sensitive pharyngeal reflexes and to pass the catheter before these reflexes return, or partially return. The lI.ryngologist has the help of an anaesthetist in keeping these reflexes in abeyance. It is, then, wise for the tyro to recognize that he must approach the laryngologist for instruction, and practise under his eye the use of the direct laryngoscope under the most favourable conditions of posture, relaxation and quiet. It is, of course, obvious that with increasing experience the difficulty of exposing the cords decreases. Until this dexterity has been acquired, advantage should be taken of the anesthetic action of cocaine. I advocated this plan some years ago,' used it for a considerable time, and am convinced that it is a safe and very helpful procedure. It is particularly helpful in conditions in which light anaesthesia is indicated, and meets the criticism that has been made to the effect that the depth of anoesthesia necessary for passing the catheter prohibits the application of the method in cases in which its use might be specially advantageous. Such cases are, for example, those of Graves' disease, or of certain types of intestinal obstruction with vomiting, in which intratracheal ether is highly valuable. Now deep ancesthesia is not necessary. But if the anasthetist is doubtful of success in any given case in which light anesthesia is indicated, he should, I submit, cocainize the pharynx and the epiglottis, either before or during induction, with a 5 per cent. solution. As a matter of fact, I abandoned intratracheal ether for cases of Graves' disease shortly after oil-ether anesthesia was introduced, for I believe that by no other method of general anesthesia can the technique of Crile be so well carried out. At the same time the direct laryngoscope and catheter are always kept at hand during these operations, in case any difficulty of breathing should arise. Such an occasion did occur recently, and although anacsthesia was of the type so frequently associated with oil-ether and it had been necessary to give the patient a little C.E. at intervals, there was no difficulty in passing the catheter. Nor has any difficulty been met with in cases of intestinal obstruction, in which deep anesthesia is dangerous, although it is only fair to admit that here the conditions are somewhat different; these patients are ill, and toxaemia has dulled their reflexes.
There were, however, some conditions during the war which were abnormal and presented at first very real difficulties. I refer to cases of gunshot wounds of the face and jaw in which there had been much loss of tissue, with subsequent scarring, contraction and deformity. These were especially common in the early days of the war when treatment was non-existent or inadequate, and the type of neglected case which I had to an&esthetize at the Maxillo-Facial Hospital again taught me that something more than a knowledge of the usual is demanded of our profession. Complete failure awaited me on six occasions, and on two or three of them not even a partial view of the larynx could be obtained. Failure occurred in the case of the same man on two different occasions. This was a serious matter, for the ordinary methods of anaesthesia gave distinctly poor results, and there was some hesitation in opening the windpipe, particularly as this procedure might have to be repeated on subsequent occasions. Kuhn's tube was not available, and as I felt strongly that intratracheal ether was the best method for these patients, it became necessary to look at the difficulties afresh and from every point of view, and to try to find a solution.
Reflection showed me that proper account had not been taken of the altered relations of parts, and that the head-down position used by the laryngologists is the worst possible for these cases of contracted mandible. All difficulties usually disappeared when the patient was raised to the semi-recumbent posture and the head somewhat flexed, and on the third occasion of my anesthetizing the man on whom I had practised unsuccessfully twice before, the catheter was passed with ease. Probably by a scarred and adherent tongue was presented the most serious obstacle in these war injuries, but by a careful examination of the altered anatomy beforehand and by attention to posture, intubation should be successful. I do not mean to imply that I met with no difficulties; some of these patients were very difficult, particularly if the mandible had been splinted, but if success was not attained at the first attempt sufficient knowledge of the special obstacles had been gained to enable one to succeed at the second. Above all things good illumination is essential. I have gone somewhat fully into this question, in the hope that my experience may be of use to others.
The second point-viz., the advisability of giving a preliminary narcotic, is of almost equal importance, and in coming to a decision Section of Anasthetics several factors must be taken into account. Two which at once preeent themselves are the predilections of the surgeon and of the anaesthetist-their views may be totally opposed,-and idiosyncrasy on the part of the patient. The latter is rare, and occurs only when comparatively large doses are given. Other factors are the age and condition of the patient, the nature of the operation and the probable length of anmesthesia. As regards the very young, I feel myself to be on pretty safe grounds in stating that morphine is contra-indicated. To no patient, young or old, should morphine-scopolamine be given. As regards old age, the decision is not so easy, although it might appear at first sight that in this particular type of operation the anasthetist should use no agent, in addition to the anesthetic, which would have the effect of delaying the return of the reflexes. This objection is valid if the patient is anaemic or toxic or asthenic, and may be upheld in the epilaryngeal and hypopharyngeal groups. Anaesthesia is usually prolonged in them, and a post-operative tracheotomy may be necessary in order to prevent any difficulty in breathing when the catheter is removed. There would seem to be a considerable body of feeling in favour of the withholding of morphine from patients who have been tracheotomized. On the other hand, if we exclude these groups, morphine offers such great advantages to the patient and to the anesthetist who is using intratracheal ether, that he should hesitate long before deciding against its exhibition. One of these advantages is the absence of excitement or struggling, or the lessening of struggling during induction. It is notorious that the victims of cancer of the mouth are frequently elderly men who have indulged freely in alcohol or tobacco, men, that is, in whom great excitement during induction is to be expected. Now struggling represents a serious loss of energy and throws an excessive strain upon an impaired cardiovascular system. It is, unhappily, such a comparatively common event that it is looked upon as of no material import, and there is danger that the fact may be lost sight of, that over-exertion or severe effort sustained over even a short period of time on the part of the conscious subject is sometimes followed by acute cardiac distress or syncope. Violent struggling is, therefore, I believe, not infrequently the cause of sudden death following operation, or of gradual cardiac failure during the first forty-eight hours of the post-operative period. In the latter case the waste of energy during induction and the strain of operation, added to the inability to partake of solid nourishment, constitute a tax upon the resources of the patient which may easily turn the scale against him. For these reasons, I advocate, whenever possible, a small dose of morphine, preferably " gr. for the elderly patient.
Morphine also enables the anaesthetist to maintaini a much lighter anaesthesia; this is particularly true of intratracheal ether. The administration is constant and the control extremely delicate. What exactly constitutes light ansesthesia is almost a matter of personal opinion and practice. I believe that, in general, anesthesia is maintained at too great a depth. But whatever difficulty there may be in maintaining light anesthesia with the ordinary methods, there can be none with intratracheal insufflation, a system that delivers the ansesthetic with an even precision below all possible sources of obstruction or spasm. The zone of anesthesia which I endeavour to reach-and it can usually be reached-is one in which the eyeballs are constantly moving and the corneal reflex is extremely brisk; it is sometimes possible to demonstrate the accuracy of Elsberg's1 statement that a condition can be produced in which the patient will open and close his eyes and give no evidence of pain sensation. The explanation of this phenomenon probably lies in the fact that artificial respiration is in itself an ansesthetic measure; it may also be that there has been some diminution in the 002 content of the blood. It is certain that the minimum amount of anoesthetic can be used and the fullest advantage taken of the narcotizing power of morphine. The ancesthetic, too, can be blown out before the end of the operation and the patient sent off the table with full control of his reflexes. It has happened Qccasionally that following a difficult catheterization, blood has found its way into the trachea. No harm has resulted. The danger of this occurrence has been exaggerated. Provided that the material which invades the lungs is non-infective, and is small in amount, there need be little fear of septic pneumonia. We have here an additional argument in favour of appropriate doses of morphine combined with intratracheal ether. I have never seen any untoward effects, and the ward sister, who has had many of these patients under her charge, has not found it a disadvantag.e from the nursing point of view. Each case, of course, must be judged on its merits, and there should be hesitation in its use before full control of the intratracheal method has been acquired.
The claim that intratracheal ether abolishes the risk of aspiration or septic pneumonia has been made good. No case has occurred in this series. Mr. Trotter has objected to the use of intratracheal ether for Section of Anmsthetics cancer of the tongue on the ground that septic material from the growth may be conveyed by the direct laryngoscope to the upper opening of the larynx and thence aspirated into the lungs. This, if upheld, would be a fatal objection. But apart from the fact that this has not occurred on one single occasion, although many of these growths were large and ulcerating, it must be remembered that direct laryngoscopy gives a clear view of the whole field, the inner surface of the spatula is sterile, and the catheter can be inserted without contamination. Further, contact of the catheter with the tracheal mucous membrane usually brings into play its strong protective reflexes, or these reflexes can be quickly elicited. I think, then, that this objection falls to the ground but it emphasizes the importance of attention to detail. Whether the impossibility of aspiration of blood, septic material, &c., is due entirely to the force of the outgoing stream of air, is not clear to me; it is certainly true in the case of animals, where the pressure used is probably higher than that which I have used in the human subject. But, I believe; of almost equal importance with the pressure of the air-stream is the great decrease of inspiratory efforts; no air is drawn into the trachea during inspiration. The point is of practical as well as theoretical interest, for upon the answer depends the safety of the method for the semi-recumbent and upright postures.
Another point arises here, viz., whether the interruptions in the airstream at regular intervals are necessary or advantageous. Theoretically the result of the interruptions is that the lungs collapse slightly, drive out the C02-laden air, and at the moment of the resumption of insufflation receive a stream of fresh air. The gaseous interchange in the lungs is thereby promoted. In fact, the interruptions act as a sort of artificial respiration and thus add a factor of safety. Now a high pressure maintains the lungs in a state of distension, which impedes the venous flow to the heart. Interruptions, therefore, are necessary under these conditions but there is, I believe, less need for them when a moderate pressure is maintained, such as exists when the safetyvalve blows off at 20 to 25 mm. Hg. In intra-oral operations, again, it is probably wiser, if the field is septic or the hemorrhage free, to reduce the number of these interruptions; the same remark applies to cases of intestinal obstruction with vomiting, although, strictly speaking, they do not come within the scope of this paper.
The apparatus in common use in this country allow only of a partial reduction of the volume of the ingoing stream whether this calls for modification is uncertain. Some light is thrown upon this question by 9 at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from the experience gained in using this method on the human subject for purposes of artificial respiration. It is related of cases of this sort that the insufflation and the interruptions have had to be supplemented at intervals-whether long or short, regular or irregular, I do not knowby compression of the chest in order to overcome a gradually increasing cyanosis. Obviously a thorough interchange of gases could not be maintained. Samples of alveolar air taken from these cases would have proved of great interest.
Preference is expressed by some anssthetists for the foot bellows in place of the motor-blower, on the ground that they are in more intimate touch with the patient. Fischer' uses a hand-pump as the pressure is not constant, but there is always a slight rhythmical fall of pressure at every movement of the lever, which favours a thorough interchange of gases. My own preference is for the motor-blower, for the very reason that the pressure of air and ether is constant and the control of the depth of anmesthesia is more delicate. An objection to the foot-bellows in prolonged operations is that it becomes very wearisome; interest in the patient wanes. The longest time for which I have used it was three hours twenty minutes; this was too long.
A few cases have developed acute bronchitis, six in all, and these chiefly amongst the emphysematous and chronic bronchitic. This freedom from a somewhat serious complication is remarkable when the advanced age of many of the patients and the length of operation are taken into account. It is to be attributed to the use of atropine, the weakness of the vapour and its warmth. One patient developed bronchitis following lateral pharyngotomy for the removal of a carcinoma of the sinus pyriformis; the operation lasted two hours six minutes. Later the sputum became foul, the lungs having become infected from a septic laryngeal wound. It is the opinion of the surgeon that infection was post-operative. No other case was severe or gave rise to any anxiety.
One of the great merits of this method is that shock is reduced to a minimum. Intratracheal insuffilation is essentially a method of artificial respiration. All the needs of respiration are met, and intermittent asphyxia is eliminated. It is, indeed, a luxurious method and calls for no effort on the part of the patient. There is, in consequence, a great saving of energy, which enables the most extensive operations to be undertaken with a high degree of confidence. There is, indeed, a danger that more may be attempted than is wise. The one-stage Sectin of Anasthetics operation for cancer of the mouth may be a serious risk in a patient who has passed his sixtieth year, or even fiftieth, bearing in mind the habits and average condition of this group. It is of interest to note that this operation has been in my experience much less common in the last three years, and there has been a corresponding reduction in the mortality.
I have seen a severe degree of shock develop towards the end of the gland operation and pass off completely as soon as the skin flaps were brought together. Shock was here due to exposure and cooling. It is probable that the temperature of the operating room was too low. It has occurred usually in the small thin type of patient, and at first caused me some anxiety in those cases in which it had been decided to remove the primary growth at the same sitting. Experience, however, has taught me that a very considerable improvement can be looked for when the neck has been covered up, sufficient to allow of a safe completion of the operation.
No deaths occurred in Groups (I) or (II). The mortality in Group (MIIa) was small, viz., two deaths out of forty-three cases. In one of these death was due, I believe, partly to mechanical difficulties but chiefly to the depressing effects of a large dose of morphine and scopolamine. These drugs had been given in error by a house-surgeon, and the breathing was with difficulty kept free when the catheter was removed. The patient died suddenly next day; post-mortem examination was negative except that the heart was small and fibroid. Death in the other case followed an extensive one-stage operation for a growth of the floor of the mouth; the man was an extremely unfavourable subject, flabby and D very heavy drinker, but his condition was so miserable that he was anxious to run any risk and preferred the small chance of a complete cure rather than a palliative operation.
In Group (IMIb) there were five deaths, one being due to pulmonary embolism the same evening. A boy aged 16 died the evening of operation from hoemorrhage combined with shock after removal of the superior maxilla and the eye. Death occurred in two cases on the third day. In the first, an extensive operation had been performed for a growth of the tonsil, following removal of the glands a week previously; this had left the patient anaemic. In the other, a feeble spare man aged 71, one-half of the mandible had been removed; the breathing was not satisfactory unless the epiglottis and tongue were held forward with a finger, some blood was aspirated and tracheotomy was necessary.
This case, and the case in Group (IIIa), emphasize the truth of Mr. Trotter's statement-a statement of the utmost importance to surgeon and anesthetist-that " the shock of an attack of even partial asphyxia is very apt to be fatal in an enfeebled patient." The benefits of intratracheal anesthesia can be thrown away in a few minutes. These fatalities were partly attributable to error of judgment and not to the method of administration: in the first, the operation should have been postponed; in the second, anaesthesia was deeper than necessary when the catheter was withdrawn. Death occurred after removal of the superior maxilla in an old lady aged 80. She was a very healthy woman and was anxious to have the operation as she was suffering much from a rapidly growing tumour of the antrum. In order to lessen haemorrhage the external carotid was ligatured, but the vessel was tortuous and difficult to define. This half of the operation was done under C.E. and oxygen and lasted forty minutes. The second half, under intratracheal ether, proved also longer than anticipated, part of the soft palate being involvel. The duration was forty-seven minutes. The condition of the patient at the end was good, the forehead warm, pulse 84, reflexes very brisk, but she gradually became weaker and died on the fourth day of exhaustion and basal pneumonia.
Disadvantages urged against the intratracheal method, such as cost and bulk of apparatus, should carry no weight. A minor objection is the bubbling of blood and mucus in certain operations: much can be done to remedy this by efficient sponging, holding the jaw forward, the use of nasal tubes and other manceuvres. But no one of these disadvantages is of sufficient importance to justify the refusal to adopt a method which has been proved, both in America and in this country, to have so much real value. In war surgery of the face and jaw it was indispensable, and it is a matter of regret that the neglect to use it more frequently led to the result that wounded soldiers lost their lives on the operating table. It is not as if the method, or the conditions, were insuperably difficult. I fear the explanation must be that there were lacking a clear appreciation of the value of intratracheal ether and a close acquaintance with the technique. The taking of impressions, fitting and fixing of splints, wiring of the jaw-these are operations which are attended with much depression of the mandible and pushing back of the tongue, frequently in the presence of suppuration. Here are conditions which favour aspiration-pneumonia and cardiac failuire if the ordinary methods of anesthesia are used.
These dangers were, of course, recognized early and substitute-Section of Anaesthetics methods adopted where possible. But none of them is as efficient or of such wide application as the intratracheal method. Crile's tubes have a limited field. Kuhn's tube is bulky and impedes the operator, and as Mr. P. P. Cole1 has pointed out, " the effort of breathing through it is a physical strain that cannot be neglected." The reason is physiological. The tube is long and of small bore; oxygenation is deficient and rebreatbing excessive. Chloroform and oxygen in the upright position is not a safe method except in the hands of the expert, and even then may give cause for considerable anxiety. Opening the windpipe is seldom if ever indicated in military surgery, if, indeed, it is always possible. I remember a case, in the early days of the war, of an officer suffering from a fractured mandible, much neglected and very septic, with a septic condition of the skin of the neck. Laryngotomy or tracheptomy was out of the question, and it was doubtful whether intratracheal ether could be used in such a dirty condition of the mouth. It was, however, quite successful, and similar cases were anaesthetized throughout the war without any complication arising. If due care be taken in passing the catheter no septic material can be carried down with it.
Puncture-laryngotomy was used on a few occasions by Mr. P. P. Cole, at King George Hospital, and was abandoned at the request of the patients, who conmplained that the wound was painful and prolonged their stay in bed; their neighbours, who had had intratracheal ether, were able to get up sooner.
The question arises whether the administration of the anaesthetic through a laryngotomy or tracheotomy tube is a better method in cancer of the mouth than intratracheal ether. It has been said that cancer cells may be implanted further down the air passages by the introduction of the direct laryngoscope. This is a difficult matter to prove, and hardly comes within the province of the anaesthetist. The danger, however, cannot be overlooked, and it would seem that if contact with the growth cannot be avoided e.g., in cases where the growth is large, and is situated in the mid-line, the advisability of opening the windpipe should be seriously considered. My experience of this type of growth is small and information on the point is welcomed. Information is also wanted on the relative mortality of the two methods. It may be taken for granted that aspiration pneumonia is not a cause of death in either. It will be seen from the results in Group (III) that the death-rate ' Proc. Roy. Soc. Med., 1917, xi (Sect. Anesth.) , p. 10. from shock is low, but here again the figures may be misleading, for the epilaryngeal and hypopharyngeal cases are relatively few in number. From the point of view of the anaesthetist, chloroform is not such a good anaesthetic as ether for extensive and prolonged operations. It is too depressing. Ether, on the other hand, especially when given by modern mnethods, is known to be capable of sustaining the blood-pressure over long periods and to have rid itself of its former reputation of setting up irritation of the lungs. The results that have been obtained in other fields of surgery favour the use of ether, and I believe that the figures given in this paper show that chloroform has received another set-back. I would submit, then, that the intratracheal insufflation of ether is a very valuable method in intra-oral surgery, can be used with confidence in the young and the old, has abolished the risk of aspiration-pneumonia, and has much reduced the mortality.
DISCUSSION.
The PRESIDENT (Dr. Llewelyn Powell): The results obtained by Dr. Shipway are excellent. I have not his skill or experience, but I feel that in many of the cancer cases a preliminary laryngotomy is a more convenient method. In the epilaryngeal cases is not his catheter rather in the surgeon's way ?
Mr. F. F. BURGHARD: I am very much indebted to the intratracheal method of anasthesia for operations upon the tongue and mouth. Those who have operated upon extensive cancers of the tongue by this method must have been as surprised as I was at the perfect smoothness of the anmsthesia, the total absence of leakage of blood into the air passages and the freedom from interference with the surgeon's work by continuous sponging. There is no need to sponge more often than is necessary to get a good view of the field of operation; it is quite unnecessary to sponge the upper airway. This method is greatly superior to preliminary laryngotomy; in the latter, not only is the patient exposed to such risks as the operation entails, but he is not rendered immune to the danger of blood getting into the air passages, for it is very common for an assiduous assistant to pull out the sponge plugging the pharynx in the efforts to keep the field of operation clear. The risk of carrying infection to the lungs directly via the catheter appears to be imaginary. Experience shows that the septic pneumonia, does not follow the method, and no case of implantation infection of malignant disease has been so far charged to it. When the cancer reaches close down to the upper larynigeal orifice it may be a little difficult to keep out of the way of the tube, but this is a difficulty easily got over with a little care and is counterbalanced by the security against entry of blood into the air passages.
Dr. CLARENCE H. MOTT: Does Dr. Shipway still pass the pharyngoscope by the angle of the mouth, instead of the mid-line ? Also, does he think that the employment of a larger pharyngoscope (for adults) facilitates the finding of the glottis, because I have found it much easier to locate the glottis in children with this? Surgeons sometimes object to the strong ether vapour proceeding from the mouth, and that is one reason why some prefer a preliminary laryngotomy. Does not the selection of a rather smaller catheter than that usually recommended often seem to give a better ancesthetic ? I have found that the stomach (and even the intestines) blow up not only from an intra-cesophageally placed catheter, but also from intrapharyngeally placed (nasal) tubes. Dr. Gwathmey states in his book that in such a case (intracesophageal) the air would probably regurgitate as fast as it entered.
Dr. HUGH PHILLIPS: Owing to the difficulty I found in passing the catheter, I have used Kuhn's tube with a certain amount of success.
Dr. F. ROOD: Dr. Shipway recommends in his paper the introduction of the catheter into the trachea under light ancesthesia. Is not this proceeding more likely to be followed by trauma of the larynx with consequent laryngitis and hoarseness on account of the spasmodic gripping of the catheter by the larynx if the reflexes are not abolished, than if deep anwesthesia is used when the cords are naturally widely abducted and the catheter can be introduced without even touching the cords ? We are indebted to Dr. Shipway for his hint upon the posture of the patient in certain difficult cases. I had a case the other day in which, on account of a well developed upper jaw and a strong set of teeth with at the same time an underhung lower jaw, I found the greatest difficulty in even getting a view of the epiglottis, much less lifting it up in order to introduce the catheter into the larynx without exercising a force which would have in all probability broken the patient's upper teeth. By using the manceuvre suggested by Dr. Shipway and flexing the patient's neck until the chin rested almost upon the sternum I was able easily to lift the epiglottis forwards, get a good view of the cords and pass the catheter downwards between them in an almost vertical position.
Dr. FREDERIC LONGHURST: I have had but sma,ll experience in the intratracheal method for mouth cases, and such experience has not taught me whether there is, or is not, a risk of blood entering the trachea. I understand Dr. Shipway to say that in some cases, some blood may have got into the trachea, while Mr. Burghard in praise of the method, says that he is never afraid of that happening. I should like to be made clear on this point. Dr. Shipway says he would never employ any other method for exophthalmic goitres; I suggest that the anaesthesia deep enough to allow of a sufficient interval for laryngoscopy and intubation is unadvisable and unnecessary, as I never failed, so far, ifl maintaining a pure ether anesthesia for these cases, by means of my combined tongue tractor and tube attached to the rest of the intratracheal apparatus--the ether being delivered over the base of the at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from tongue, and the hand holding the tractor being no nearer the site of operation than the patient's forehead.
Dr. SHIPWAY (in reply): I want to make it clear that a small quantity of blood may find its way into the trachea following a difficult introduction of the direct laryngoscope, such as happened occasionally at King George Hospital, when a granulating wound or a recent wound was pressed upon by the instrument. Blood cannot enter during insufflation. I have long abandoned intratracheal ether for exophthalmic goitre. Technique was purposely excluded from my paper, but I would say in reply to Dr. Mott that a strong ether vapour shows that anesthesia is too deep. I think Dr. Rood has misunderstood my remarks on the depth of anaesthesia to be used in introducing the catheter. Deep ancesthesia is not necessary, but is used in all cases in which it is not dangerous, the point being that skill should be acquired in introducing the catheter under light amesthesia. I do not think that laryngitis is likely to follow this practice.
Two Types of Portable Gas-Oxygen Apparatus.
By GEOFFREY MARSHALL, M.B. I HAVE here two types of portable gas-oxygen apparatus. I will not take up your time by discussing general principles. Gas-oxygen, which is the most physiological of general anesthetics, will, I believe, in time become the routine method; it can be administered by a facepiece or by intrapharyngeal or. intratracheal tubes. Before the method can come into general use we must have apparatus that is light, simple and compact. These two models represent my attempts at solving the problem. In the first (fig. 1) , the carrying-case itself forms the stand, and after raising the hinged lid, it is only necessary to attach the sight-feed to the top, and slip on the rubber connexions and light the spirit lamp, to make the apparatus ready for use. The general principles of this outfit are similar to that of Dr. Gwathmey and others. The new details are:-(1) Fine adjustment and reducing valves have been dispensed with; regulation is effected by means of long lever keys working on the ordinary cylinder taps. The control thus obtained has proved perfectly adequate and satisfactory, and this system not only eliminates weight and expense but has also proved surprisingly economical in expenditure
